To improve clinical practice is our daily duty as specialists in radiology and in nuclear medicine. When a clinician asks us to perform an imaging examination, we have to advise that clinician about the best test or imaging strategy to study the clinical problem. Risk-to-benefit ratio and the ALARA principle have to be weighed, as well as modality and cost.
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Hybrid imaging is now the standard in nuclear medicine. The use of multimodality cameras such as SPECT/CT, PET/CT and PET/MR has been revolutionary [1] [2] [3] [4] . The key is finding the exact location of functional or metabolic lesions. But adding CT increases the dosimetry [5] [6] [7] , requires more detailed knowledge of imaging anatomy and depends on collaboration between radiologists and nuclear medicine specialists. The level of expertise among imaging specialists (at least in pediatric nuclear medicine) varies too much. In some countries nuclear medicine is an independent specialty, and in other countries radiologists are in charge of nuclear medicine tests. Physicians-in-training in radiology and in nuclear medicine have to receive multimodality training [8] [9] [10] [11] [12] . And continuing education in both specialties is vital to ensure that senior specialists are well-versed in the latest techniques. In any case, imaging specialists must be able to discuss the options with referring clinicians and to advise them on the appropriate technique for each clinical situation.
Pediatric nuclear medicine can be performed in general nuclear medicine facilities or in dedicated pediatric nuclear medicine departments. The quality of the images has to be diagnostically excellent in pediatric nuclear medicine but superfluous scans must be avoided and doses must be as low as reasonably achievable and adjusted to each child according to international recommendations [7, [13] [14] [15] [16] . These goals can be more easily reached in dedicated pediatric facilities.
Dose reduction remains important. Contrary to general opinion the radiation dose of most nuclear medicine scans is lower than that of many comparable radiologic studies. The most typical example is abdominal CT, which has a higher dose than the most frequent nuclear medicine studies. Another example is that two-thirds of the radiation dose from PET/CT is from the CT component [12] [13] [14] . In the latter case it is possible to perform a diagnostic CT scan during the PET/CT examination rather than a separate diagnostic CT scan. Or a lower-dose CT scan could be performed in a patient who has recently undergone a diagnostic CT scan. The best option for the future in pediatric oncology, however, is PET/MR. In bone scintigraphy or an MIBG scan, performance of an SPECT/CT scan significantly increases the radiation dose [15] [16] [17] . A possibility is to use a lower-dose nondiagnostic CT scan in these cases. And the best practice is to report together with the radiologist, comparing the SPECT and the CT or MR images frame-by-frame.
In many papers, correlative analysis of PET/CT images in children has been reported to be superior to separate analysis of CT and FDG/PET images. The term "correlative imaging" is the joint interpretation of different imaging modalities -CT, MR, US and scintigraphy [18] . This is the best example yet of why collaboration between radiologists and nuclear medicine physicians is so important.
